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I am a PhD student at the University of Cumbria with an interest in the suffragette 
archives, and in particular the autobiographical accounts of the prison hunger strikes 
and the subsequent force-feeding. My PhD project investigates through artistic 
practice relational and micro-political aspects of pain through bodily practices, 
		 	 35	
historical as well as contemporary. While browsing through the Medical Archives and 
Manuscript surveys I came across the Rosa May Billinghurst archive, ref 7RMB, and 
her accounts on imprisonment and experience of performing the hunger strike. I will 
travel to London on 11-13 Dec and I wonder if I can visit The Women´s Library to 
read through these files and possibly also document them in some form? 
 
(email sent from myself to the Women’s Library at the London School of Economics [LSE] 


























































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































Gibraltar, A Walk with Disturbance
A walking tour at Gibraltar Poor and Workhouse 
Gothenburg 8, 9, 10 June 2017 
 1.    1 – 3 Gibraltargatan2.    Gibraltar Poor and Workhouse
3.    The Gatekeeper’s Cottage
 4.    School of Entrepreneurship   
 5.    Room 30    
 6.    Due Diligence Coffee
 7.    Occupational Therapy
 8.    The Hospital Gardens 
 
‘Gibraltar, A Walk with Disturbance’ and Frenzy to Cure are produced by Konstarbete KAS.  























































































































































































































































































































































































































































































































‘The juxtaposition in Frenzy to Cure of past and present events had primarily a sensuous 
effect on me, it affected me beyond the cerebral insights of my PhD research into the 



















































































































































































































It was a good thing that we as ‘visitors’ got to participate in the project by moving 
from room to room. The whole thing was open enough to give free scope to us – the 
‘audience’ – without actually demanding anything. I am normally not good at taking 








































‘[The] passage [in the script] on foundational sensitization/sensibility presented in relation to 










































































































































































































































[The] questions about my career71 reminded me of the enormous demands one puts on 
oneself, demands which do not go together with semi-poor health. When I contracted 
my back problems, I had to abandon concerns over things like my career, and follow 
my heart instead. One does not fit in as well anymore (or maybe one does?), but one 







































































































































assertive,	ever	since	the	appearance	of	pain	in	their	life?	One does not fit in as well anymore 






















































































































































































































































































































































































































































































































































































































































































“Having identified myself properly, I descend a flight of 
stairs. On the basement floor, I find people half-lying, half-
standing. They all seem absorbed in worlds I cannot access; 
‘The subterranean spaces, the lairs, the tunnels, the 
explosions, the falls, the monsters, the food, even those 
things that come from above or lurk above, like the Cheshire 
cat.’ No one is paying any attention to me.  
On my right-hand side there is a buff-colored door leading to 
a room with large, horizontal windows. I am quickly through 








“In the very beginning of the strike, I realized I was one of 
those unfortunate people who could be kept alive by the regime 
of forcible feeding for months. I was determined not to let 
this happen and tried to think of ways to defeat all attempts 













“On entering the prison on the Thursday I successfully refused 
to take the supper provided. I was not so lucky in finding an 
opportunity of hiding my dinner and she who came into my cell 
looked at my untouched dinner and asked if I was on hunger 









“Then came four days fast with sickness, headache and pain. 
One night I fainted on the floor. I drank as little water as 








“On Monday afternoon the cell door was opened and the doctors 
appeared. They stood round my bed and questioned me and 
lectured me on my wicked conduct and told me that I was only 















“The doctor then tried to touch my heart by drawing a graphic 
picture of what my widowed mother would suffer if I was 
brought home with my health permanently shattered or perhaps 
even a corpse. I told them I was sure my mother would rather I 









“After finding that nothing would shake my resolve of 
continuing my fight they proceeded to try to force-feed me 
with a rubber tube through my nose. Then they left me alone in 
agony and pain for an hour.” 
 
   “Ellipsis” 
 
“Hurtled through the sinkhole, I encounter May, a suffragette 
sentenced to eight months imprisonment for participation in a 
pillar box raid. May is partially paralyzed, an after-effect 
of childhood polio, and nowadays bound to a wheelchair. During 
her trial, she was advised against resorting to hunger strike 
tactics, since such action would not only cause intense 
suffering to herself, but also to those people who are 
compelled to obey their superiors and to inflict upon her the 

















“She takes comfort in Shelley. Loves singing the hymns.  
She said: We fight a symbolic war, not an actual one. You 
cannot put an end to evils old as the human race using merely 
words. It requires some shattering of glass.”  
 
“It is the strangest thing; a whole society bodily being put 
into prison. It is quite the event, and so lovely to be living 
in the epicentre of the earth.”  
 
“When May arrived at Holloway, like many other suffragettes, 
she took up self-starvation as a method of resistance. Amongst 
the suffragette prisoners, it was common to adopt a stoic-cum-
religious attitude to hunger strike as political practice. 
This approach is characterized by an active relationship to 
pain, with pain becoming a tool for construction of 
subjectivity rather than a state one passively endures or 
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something that strikes the self from the outside or in an 
obscure way. The stoic-cum-religious method is expressed 
through dissociation from one´s own physical suffering, and at 
the same time there is an emphasis on the body as ‘flesh.’ In 
this manner of approaching suffering as an act of resistance, 
pain brings about an intensification of the experience of 
being an individual body. Accordingly, the body that carries 
the pain ultimately endows the human with identity by 
constituting her as a subject. By allowing for one´s body in 
pain to signify a certain process of becoming, the allusion to 
the way in which the Christian martyrs suffered turned into a 
symbolic victory for the suffragettes over the state apparatus 
which disregarded the female population.”  
 
Moral fantasies: We are the common. Although we do not 
count –- we are common sense, a unity, we are family, one 
corpus.  
 
“In contrast to the majority of her imprisoned suffragette 
sisters, May was not interested in the suffering of self-
starvation as subjectivation technique. Although becoming-
martyr as an attempt at getting the vote assuredly can be 
comprehended as a way to acknowledge desire as life-affirming 
force rather than an expression through self-negation, the 
method still has a teleological approach to pain, with the 
faculties of mind presiding over body.”  
 
Good practice equals good nature, equals good thinking, 
equals rightful thinking, equals defined.  
 
“May, who was limited in freedom of movement since childhood, 
was already familiar with the intensive techniques of adding 
capacities and vigour to her body. Accordingly, for her, it 
was not the affirmation of passive pain or the passion as 
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life-producing reality, but rather the moral dimension of the 
martyr´s suffering that she thought was notable and somehow 
illusory. - - Suffering as a subjectivation technique not only 
infuses life into the sufferer, it also instils a moral in the 
‘I’ which emerges from this technique. Accordingly, the stoic-
cum-religious body in pain becomes a moral as well as a 
political subject. In as much as the physically disconnected, 
moral body is sustained, the relationship to other bodies also 
become a moral one: since pain never can be a wholly private 
affair, the constitution of identities of families or other 
group constellations also become dependent on such body moral. 
--- I believe that May, while sitting there in her cell --
faint, aching and anxious, asked herself whether or not pain 
always ultimately has to be regarded as the negation of life. 
She probably contemplated whether or not it is sufficient to 
incorporate pain as an analogous component in life, or whether 
it is possible to take the idea about suffering as 
experiencing further, to the limit within the reroutes of a 
liberation process. May, who had lived her entire life with 
pain, she – if anyone – must have known.  
 
In May´s view, the moral subject appropriates pain and 
suffering in a way which reproduces pain as cliché. To think 
about pain within this economy of representation seems to 
support the idea that in order for the body in pain to make it 
into the world, to make sense of this world, an 
externalization of the phenomenon is necessary. May wanted to 
do away with such representational, doubling activity, the 
purpose of which is to negate and eliminate pain that differs 













“When I first came here I longed for something stronger than 
the prison. Midday we had a short thunderstorm. It was not 
frightening but it would have been if it had come in the night 
because being locked into one´s cell makes one feel 
vulnerable. My fear is that things will grow monotonous and 
that it will be difficult to keep interested. -- I want to get 
the best I can out of a really wonderful experience like this 
but the danger is that monotony will make me live a mechanised 
life and not one which is sensitive to all impressions. 
However, it is not looking good ahead.”  
 
“In contrast to the life of becoming-martyr, ‘becoming 
imperceptible’ introduces an ethical-ontological rather than a 
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moral approach to the body in pain. Becoming imperceptible 
means to make one´s own already deprived organism available to 
pain, to allow for one’s discursive body to become more 
vulnerable and open for new abilities and ways in which to 
affect and become affected. 
  
By doing so, by grasping her own fasting body – with its 
existing pains and ailments - intrusions everywhere – as a 
plane of immanence, that is to say, as a piece or cut of a 
certain degree of intensity, May committed herself to pain as 
a virtual yet real sensibility, a sensual Idea simultaneously 
pre-dating and following in the shape of future bodily events. 
A body when taken as a line of flight has neither goal nor 
course. From this incision she then defies a common idea of 
pain which writes hurt off as a condition to do away with, to 
anaesthetize, to make obsolete. Her practice is paying 
attention to and affirming the crack in her body wherein an 
already existing process of disintegration is taking place.” 
 
Radical loss. Radical interpretation. Her world is not 
issued straight from faculties of mind, of judgement or 
imagination but from desiring machines producing 
production producing production and so on.  
 
“Pain in her mind is always before and as a structure prior to 
any individual pain or suffering imaginable. While the moral 
body hinges on moral principles, an ethical life cannot rely 
on such foundation. An ‘ethical’ life then is linked to what a 
body is able to do, not what it should do. To attain such more 
operational body is therefore in this case a question of 
increasing one´s force of life in a way which does not allow 
for the desire to become reduced to the subject which the 
desire itself contributes to producing and reproducing.  
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Even before being imprisoned, May´s impaired mobility made up 
a hardened but still changeable, intensive field which she 
observed enveloped, from within its own limitation-a sort of 
condition of life-with slumbering capacities awaiting 
actualization. Suffering became the basis for what one would 
refer to as ‘normal’ human consciousness. To ontologize pain 
in this manner means to consider pain forces and its related 
events as ‘pure’ life, that is, as a basic condition for 
production of reality. As an affective compound it is a what 
from where desire takes off. In the light of pain as 
constitutive element, self-starvation transcends the role as 
symbolic value, becoming something more profound, yet 
flexible, something as much imperceptible as it is crucial for 
all actualizations and effects in a society, of which the 
subject is one of many such effects. In this respect, and as a 
necessary consequence of the ethical-ontological approach to 
the body in pain, the life of pain becomes impersonal. Pain is 
depersonalized and as an affect, as a capacity to affect and 
become affected, it has no longer anything to do with me, with 
May.  
 
What May wanted to tell us with her silent protest I think is 
that pain is not solely an individual and private state of 
mind. It may be that pain is not at all personal but rather a 
most impersonal experience and that pain as an expression of 
human agency is merely one of a large number of the many faces 
of suffering-as-pure ontology. As such, it might best be 
grasped from an ethical and intensive dimension, where 
language is the anomaly, something superfluous, too fragmented 
and coarse to be able to describe pain as a pure force of 
life. Some say pain is resistant to language. Others claim 
this is the bêtise speaking, that the way human thought is 
structured makes thinking intrinsically resistant to the idea 
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Starting point: Kemivägen. The audience arrive with bus from Drottningtorget. 
 
JOHANNA: 
[Puts on a cap labelled “Johanna”] 
Welcome to Gibraltar: a walk with disturbance. This is a scripted walk which adapts 
the format of the City Walk combined with features of speculative fiction. My name is 
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Johanna. I will be your tour guide throughout this walk. Along the way, we will meet 
with people who, like myself, have experience of various aspects of care, either as care 
takers or care givers. In planning this walk, I have been looking for people who can 
assist me along the way. Today, I will be assisted by [NAMES] in reading the text.   
 
 
Stop 1. 1-3 Gibraltargatan 
 
JOHANNA:  






After a shoulder surgery in 2005 I get referred to see a physiotherapist called Lisa. 
Lisa works at number 3 Gibraltargatan, which is the stone building with a light grey 
tint to your right. The reception where Lisa has her office is located on the third floor. 
Health and fitness rehabilitation is a physical form of activation aiming to restore 
motoric and sensory disturbance in nerves, ligaments, and muscles to their normal 
function. My rehabilitation post-surgery centres on stabilization of the upper back 
and core muscles. The goal performing these exercises is to retrieve muscular 
symmetry in parts of the body surrounding the shoulder blades: trapezius and upper 
back.  
 
I tell my physiotherapist that, preceding my surgery, I have suffered long-time, 
increased pain sensitivity in my entire body. “How does it feel?” Lisa asks. “It does 
not feel like anything I have ever experienced before,” I answer. It is not merely a 
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thing that is felt, but also what feels (the cold, the heat, the world). This sentient 
consciousness cannot be measured or accounted for in medical terms, only assessed 
and described as local bodily events and impressions. Such an impression is the 
radiating sensation extending from the rotator cuff down my left arm. Another 
example is the rush of blood through the chest during a panic attack. To focus 
intensively on an isolated body part in this manner does however not say anything 
about what it is like to perform this so called ‘sensitized’ body. For me, the 
sensitization has become a keynote in my life. It will probably continue to becoming 
foundational in the future. The painless body, point zero, I imagine is an unattainable 
and possibly uninteresting state of perfection. 
 












At 1 Gibraltargatan Närhälsan Gibraltar, a primary care facility with concentration 
on mental health issues and well-being is located. The building is from the late ’70s, 
which is quite obvious from the mere look of it. The building has since then been 
home to public health care services in different forms. 
 
I arrive at the rehabilitation centre to receive occupational therapy. At this point, I 
have been listless and anxious for quite some time. In addition to the chronic aches 
and muscular sensitization, I have recently developed a series of arthritic symptoms. 
A psychological assessment shows that I do not meet the criteria for receiving 
treatment at the city´s public psychiatric health care unit. I have got to have two 
failed attempts at treatment within a primary care unit before they can consider 
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taking me in as a patient, I am told. Yet, I am not well enough to end up in the 
primary health care system. I am nevertheless referred here. My inflammatory and 
skeletomuscular pains are now treated with physiotherapy and anti-rheumatic 
medication, while my affective symptoms are dealt with using antidepressant drugs 
and by participation in a therapeutic treatment called ACT, short for Acceptance and 
Commitment Therapy.  
 
My personal and professional life are now both conditioned by my pains. I ask myself 
what this society that I am part of does to accommodate my body in pain, what it does 
to meet the needs of all our individual bodies and lives? This is a question the walk 
sets out to scrutinize. Let’s therefore continue down the road and into a past which 
might help us catch sight of the present.  
 
 








[Receives a new cap labelled “GUIDE” from a support person] 
 
Very welcome to Gibraltar Poor and Workhouse!  
The year is 1903 and you find yourself right outside the city borders of 
Gothenburg. You are surrounded by the thirteenth, fourteenth, and to the 
north-east the fifteenth rote, i.e. an administrative district formed by a 
collection of neighbouring houses and farms. The workhouse area is closed in 
on three sides by streets, and on a fourth side by a leafy open green hill where 
cattle can be seen grazing. The premises are separated from its surrounding by 
a high, opaque fence. At the Gibraltar Poor and Workhouse medical and social 
relief is given to the citizens in exchange for their labour. In 1903, the poor 
relief act from 1871 still determines how social subsidies and the ‘work line’ 
interact. The goal is to restore the sick back to health and bring the abled-
bodied back to work. In 1903 – just like in 2017 – fixed standards and 
measurements are employed to regulate social relief.  
 
When the construction of the Gibraltar Workhouse was completed in 1888, 
750 poor relief receivers were moved here from ‘Bracka’ at Järnvägstorget 
(nowadays ‘Drottningtorget’ or The Queen´s Square). At its peak, 1600 
inmates populated Gibraltar, distributed among all the wards. You see, one of 
the novelties of Gibraltar is that the relief receivers are dispersed to different 
sections of the Poorhouse based on factors such as sex, age, health status, and 
working capacity – an innovative and practical mode of conduct! Medical care 
and poor relief at the same place, but in separate units! Before you, the three 
work pavilions are looming large. Each of them accommodates 244 relief 
residents. The location of the pavilions is lengthwise in a northerly direction to 
the south, with the wards located to the east and the corridors to the west. 
Workrooms and dormitories are consequently permeated by morning sun 
while the corridors have the benefit of afternoon light. Hence, the entire 
interior is within reach of the invigorating effects of the sun. Each pavilion 
has a basement divided into 16 smaller workrooms. On the ground and first 
floors two large workshops are located at the short side of each pavilion.    
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At Gibraltar, there is farm and pasture land, and a hospital garden. On the 
premises, there is an administrative building including a doctor´s apartment,  
 
 
a separate residential block for staff, and an economy building containing a 
laundry, bakery, a kitchen, and a dining hall, and of course job opportunities 
within these places. Across the avenue, at the gatekeeper´s house, which you 
can catch a glimpse of through the foliage, is the entrance to Gibraltar. People 
pass through the entrance gate as they arrive to the workhouse voluntarily or 
by committal. They arrive on foot [points at a pedestrian passing by] or 
in an ambulance carriage. Let´s walk over there!  
 
 
STOP 3. The Gatekeeper’s cottage  
 
THE GUIDE: 
We are now at the entrance of the Workhouse. Who are all these people 
passing through the gate to Gibraltar? Many of them are people with a specific 
sensitivity to the world, making them susceptible to its ravages. They are 
marked by an experience of pain originating from a heightened sensitivity to 
hurtful events that might – long – be a thing of the past. The poor and the 
infirm, the ‘unstable,’ and people showing cognitive variations all come here. 
Gibraltar also houses single mothers, widows, and orphans – infants and wet-
nurses – and others who for one reason or the other are of no means. Due to 
prevailing notions of the 20th century which regulates the division of labour 
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within the nuclear family, people with limited resources are perceived 
differently depending on sex, age, and their ability to work. Abled-bodied, 
young men are regarded as the least honourably poor.  
 
THE GUIDE: 
[To a member of the audience] 




AUDIENCE MEMBER:  
Yes, that is quite right. [Reads from the script]: What is the perception of the 
rising unemployment rate taking place in turn-of-the-century Gothenburg? 
 
THE GUIDE: 
Yes, that is interesting! The concept of unemployment as we know it today, 
due to our time’s prevailing work ideology where unemployment is perceived  
as a condition arising out of a lack of work, does not exist according to the 
Poor relief regulation of 1871. According to the 1871 regulation, unemployment 
is always a free choice, since everyone can find work, if nothing else by 
lowering their wage claims. Among those in power, there is a continuing fear 
of acknowledging unemployment as a legitimate reason for being granted poor 
relief. One believes such a justification will corrupt the working force´s work 
moral and sense of duty. At the end of the 19th century, when Gibraltar was 
built, the focus for the powers that be was on directing people away from the 
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poor relief system/line and the Christian charitable duty, towards a morally 
edifying work line. To draw out and reinforce a sense of duty in the inmates, 
certain corrective and disciplinal measurement are now, in 1903, taken. 
Forced labour is made a rule for all abled-bodied, young men. The men carry 
out the heavy labour and the most qualified work. The work force is however 
being recruited from the entire pool of poor relief receivers – the ill and infirm 
are compelled to work to the best of their ability. Preparing pipes for smoking, 
sewing, braiding rugs, smithery, carpentry, and manufacturing coffins are 
some of the numerous jobs carried out at Gibraltar. Healthier and younger 
female relief receivers also assist in heavier duties such as farming and 
cleaning, laundry and assistant kitchen duties.  
 
AUDIENCE MEMBER:  
[Reads from the script]  
After being away from work for a longer period, due to illness, I get to see the health 
professionals at my workplace. They tell me how they ‘would rather not be working 
with sick individuals.’ Then we make a projected time line for my individual 
accomplishments, the so called ‘health goals,’ aiming to increase my sense of 
responsibility for my career and employability. The preventive health activities and 
the hunt for new and modified employable skills however cause me to feel guilt and 
shame about my own, differently-abled and defective body. In a health-promotive 
work society such as ours, other-abled bodied people do not seem to exist, there are 










[Nods in assent] 
To have potential to restore oneself back to health and resurface as a highly 
employable individual is of the essence in 1903 as well! In the hope of 
recovery, the ordinary citizen can apply for acute and short-term medical care 
at the Common and Sahlgrenska Hospital which is funded by general 
taxation. Members of low-income families, when falling ill long-term, 
however, are often subjected to great economic austerity. For those people, 
Gibraltar is a last resort. However, many people fear it and prefer to wither 
away in their homes under miserable living conditions.  
Admitted to the Poorhouse and the hospital wards, the debt of the ill to the 
society for bed, board, and care accumulates. The individual´s right to basic 
medical and social care hinges on her capacity to pay off her debt with labour. 
However, the daily cost for lodge and board for an inmate often exceeds the 
value of a day´s work at the Workhouse. The inmate’s accumulated excess debt 
must therefore be paid back by additional work, sometimes leading to forced 
re-admission to the Workhouse, or out-patient piecework.  
The debt is thus twofold: the poor relief receiver is in economic debt to the 
society, but there is also a moral deficit instilled in her: the burden of shame.  
Let us continue towards the workhouse pavilions and the hospital ward!  
  
  















You have now entered the ground floor of the eastern pavilion of the 
Poorhouse. In this building you will find the hospital wards and, of course, 



















[The guide invites the group to take a seat at a nearby table where 
pens and a questionnaire are provided. The questionnaire has the 
title: “TAKE CONTROL: A FITNESS TEST FOR YOUR CAREER!”] 
 
THE GUIDE: 
[Directs the group to a seating area]: 
Please take a seat. We will have to wait in the lobby before we can enter the 
hospital ward. While we wait, please equip yourselves with a pen and fill in the 
questionnaire in front of you. It is a fitness test of your career and its pathways 
and, I would say an indispensable tool for the modern worker!  
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Although the workplace Gibraltar does not compete with the labour market 
outside the institution, the same means of control and bureaucracy which 
operates in society at large are deployed within the enclosed community of the 
workhouse. The handyman – the Poor Law Commission’s manager on site at 
Gibraltar – oversees where and when work is carried out on the premises.  
The handyman is the administrative head of the institution. The bookkeeping 
of the handyman tells all about the workhouse´s incomes and expenditures, 
the number of relief receivers admitted each year, their reasons for seeking 
care, and the placement of the individual within the institution. The 
bookkeeping is the basis for the Poor Law Commission´s annual report. In 
2017, the Prefect, i.e. the administrative head of a university department, has 
taken over the management for the educational activities conducted in the 
former workhouse barracks by Gothenburg University and the Institution for 
Cultural studies and Chalmers School of Entrepreneurship.   
 
THE GUIDE:  
[All too soon, interrupts the questionnaire assignment]  
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Unfortunately, our time in the waiting area has run out. Please put down your 




Please turn your attention to the hospital ward located in the easterly wing of 
the workhouse structure. [The guide gestures towards the entrance to 
the hospital corridor]: Over there is the hospital ward. To the hospital 
ward people with somatic illnesses are admitted. People who fall ill in other 
places at the workhouse are also brought there. At the hospital ward, people 
with widely different diagnoses and illnesses share the same space. In 1888, 
when the Poorhouse opened, people with diseases falling under the 
pathological category of ‘diseases of the brain and spinal marrow’ were 
admitted here. In 1903, where we are, this category has changed its name into 
‘diseases of the nervous system.’ In the diseases of the nervous system stroke, 
epilepsy, hypochondria as well as the fatigue disease asthenia and the 
femininely coded illness hysteria belong. Patients with uneasiness and 
affective disorders however reside at the ward for the mentally ill and 
deranged as it were. These patients are housed in a separate building block 
located farther up the hill, away from the workhouse pavilions. Patients with 
plain as well as complex mental illness are kept here. Plain mental illness 
includes the diagnoses mania, melancholia, paranoia, and dementia. Of more 
complex nature are the incurable mental conditions chronic madness, 
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degenerative mental illness, and a mentally deficiency such as weakness of 
mind. In 1903, the overpopulation at the ward for the mentally ill led to the 
unfortunate event of a handful of melancholic people - with their gloominess -  
and maniacs - with their frenzy - having to share space with the somatically ill 
patients at the main hospital ward. 
 
[Informally]: 
You will now be introduced to some of the patients who reside at the hospital 
ward for the somatically ill. They are spending time at Gibraltar in 1903, and 
they have all been diagnosed with the female syndrome hysteria. They present 
different symptoms from a rather scattered catalogue of illness signs 
associated with the condition. Apart from a mutual diagnostic experience, they 






STOP 5. Room 30  
 
THE GUIDE:  
[Encourages the group to gather all together in a confined space 
with lockers, the site of former room 30] 
You now find yourself in room 30 at the hospital ward. Here, on the ground 
floor, there are 12 dormitories for female patients and relief receivers. [Points 
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in both directions]. In 1903, Sophia Niklasson and Evelina Magnusson are 
both residents here. The word is now theirs. [Turns to support 
person/assistant]: could you please give [NAME] and [NAME] their caps 




My name is Sophia. I live here in room 30 [Points to space]. I am 36 years old and 
have previously been treated for nervousness and hysteria at the Common and 
Sahlgrenska Hospital. I am married to Olof who works the night shift at München’s 
Brewery. Although Olof receives the full-time salary of a male wage-earner, he still 
cannot provide for me and the children. It does not help that our oldest son also is 




After a week and a half at the Common and Sahlgrenska hospital, I was therefore 
referred to the hospital ward here at Gibraltar. To suffer from nervousness or 
weakness of the nerves is another way of saying I have bad nerves, Dr Åberg claims. I 
overreact to everyday events. My muscles are tight and tense. As a hysteric, you will 
always be diagnosed on basis of your symptoms rather than a root cause of the 
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disease. At Gibraltar, Briquet’s definition of hysteria is employed. According to 
Briquet, hysteria is an affective disorder which may be latent in the patient. Hysterics 
therefore share inherent characteristics. The hysteric neurosis, although episodic in 
nature, we are told is an essential feature of who we are. During a nervous 
breakdown, we act out. A fit might manifest itself in compulsive and obsessive 
behaviour, in cries and shouts devoid of meaning. Due to the impulsive nature of its 
symptoms, hysteria is often associated with ‘fallen,’ ‘immoral’ women as well as with 
people like myself, working class women who lack social training and formal 
education. I share room 30 with five other women. We are quite lucky. Our room is 
half as big as the others, with room for only six beds instead of twelve. On the 
downside, our room is situated across the hall from one of the few toilets on the floor. 
The lavatories at times cause terrible smell in hallways and staircases. The fact is that 
the smell from the restrooms is as hard to relieve ourselves from as the bad nerves 
the medical staff assign to us. These phenomena do not take up any space; they do, 
however, insist on one. The doctor at the hospital ward, Dr Åberg, claims that my 
nerves are weak. Contrary to Dr Åberg’s professional statement, I find that they are 
very active and intense – they mobilise quickly.  
 
[Nods at roommate]. This is my roommate, Evelina.  
 
EVELINA: 
[Steps forward, wearing a cap saying “Evy” and an inmate’s shirt]: 
My name is Evelina, but everyone calls me Evy. I share room 30 with Sophia. The 
overpopulation of the place is the reason for keeping so many of us in one room. It is 
nevertheless practical since we who are younger and more agile can assist in caring 
for the elderly and bedridden. In doing so, we get to practice our nursing skills and 
will to be useful, our conscientiousness.  
 
I am 40 years old and for 10 years I was working as a shop assistant in a cooperative 
store on Postgatan. I am originally from Carlshamn. I am unmarried, and have no 
family in the city. When I fall ill, I cannot rely on anyone to care for me or support 
me. After having read my medical records, about the anaemia, the listlessness, and 






Hystero-neurasthenia is a combination of the female illness hysteria and the more 
fashionable diagnosis neurasthenia. To contract this illness is not all that bad. In fact, 
in some cases, an increased sensitivity to the stress of the hustle and bustle of high 
intensity city life is considered a sign of refinement and good morals. Neurasthenia is 
predominantly an illness found in the middle and upper classes. Among the masses, 
it is known as a fancy version of the fatigue syndrome asthenia. Falling ill in 
neurasthenia is a sign of cultivation and class, since it only strikes the educated whose 
work is intellectually demanding. Asthenia, on the other hand, points to an 
unbalanced, unsanitary, and unhealthy lifestyle. I suffer from a specific combination 
of frenzy and melancholy, Dr Åberg says. 
I can tell he does not know exactly where to place me.   
 
THE GUIDE: 
As Evelina has told us, many of those ascribed the nervous disorder hysteria 
are also diagnosed with fatigue syndromes. At Gibraltar, however, there is no 
mentioning of stress disorders, only asthenia. In 1903, stress as a physiological 
concept has not yet been invented. The term is however used within physics to 
describe the degree of pressure an external force exercises on a certain 
material. The use of the word stress to describe a non-specific bodily, chemical 
reaction, might in fact be quite misleading. Hence, I have been asked to read a 
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statement from Hans Selye, endocrinologist and the inventor of the 
physiological concept of stress. Selye sends the word that [Reads from 
script as if giving a direct quote]:  
 
“If I had known that the word stress was already in use in physics at the time for my discovery in 
1932, I would have chosen to call the bodily dialogue between external pressure an internal 
response for strain, rather than stress. Strain is a more 
dynamic term for describing the relational and 
affective processes at play when the body is being 
subjected to external and internal forces. My co-
worker at Gibraltar, Dr Åberg, attempts to 
understand and cure the problem of chronic fatigue. 
To him, the chronic fatigue syndrome asthenia can 
be explained by referring to the first and second laws 
of thermodynamics, the laws of conservation and loss of energy. An ill-considered consumption 
of bodily energy may lead to imbalance, turbulence and, in worst case scenario, chaos. To restore 
balance, i.e. to bring oneself back to health, the degree of intensity must be levelled to agree with 
its environment.”  
 
THE GUIDE: 
– … Any comments on this? [Looks out over the group] 
 
SOPHIA:  
We are told that we have a hard time adjusting to the surrounding world and its 
requirements, but there is little mention of how well these outer demands correspond 
to our specific abilities. Dr Åberg maintains that the fatigue problems are dependent 
on an inclination to act on every impulse, that this innate behaviour is the cause of 
our personal setbacks. Impulse control is therefore an important feature of the 
therapies we practice at the institution. The main strategy of fighting constitutive 
hysteria, fatigue, and melancholia is to resist the overpowering stream of images, 
associations, and ideas which take command of the self when energy levels are low. 




THE GUIDE:  
I would like to suggest that we continue discussing the treatment of the 
nervously ill over a cup of due diligence coffee, since it is that time for a break 
in the work at the hospital ward, and if one has done enough piecework, one 
can even get several cups! This, we cannot miss.  
Coffee and bread are here served Gibraltar style in the corridor. When we have 
provided ourselves with coffee and bread we will talk more about the 
interrelationship between work and therapy at the hospital ward.  
	
STOP 6. Due Diligence Coffee 
[The audience is shown to the service] 
 
THE GUIDE:  
Apart from the social relief which includes bed and board, and work-clothes 
[Draws attention to their own shirt] Gibraltar has its own currency. The 
currency is based on the industriousness of the relief receivers. If a day´s 
labour, piecework, exceeds the cost of the daily relief of the patient, the 
patient-inmate is awarded diligence benefits. These rewards are crucial in the 
training of the relief receiver’s economic desire. The currency is valid at the 
Poorhouse exclusively. The profit from the surplus production may be used by 
the patient to procure that something special: an extra cup of coffee in 













Apart from coffee, today we are served a version of the Bracka bread. In the 
bakery on site the well-renowned Bracka bread is baked. It feeds the entire 
population of Gibraltar and is distributed to a large part of the poor school 
children in Gothenburg. The Bracka bread is known to be very tasty. A piece of 
this rye bread with a dab of butter, porridge, coffee and one lump of sugar is 
what most of the inmates receive for breakfast, including the children. Most of 
the things consumed and spent at the workhouse are produced on the site. In 
this sense, the establishment and community of Gibraltar is self-sufficient.  
 
Reiterating Sophia’s words, for the sick and poor, labour is considered the 
number one treatment for bad health in general and nervous- and fatigue 
syndromes in particular. In other respects, medical treatment is remarkably 
non-existent at Gibraltar. As a preventive measure, the hysterics are fed a 
vegetarian diet. Rest and sleep must occur at regular intervals. Electricity and 
lukewarm baths are recommended. Reading in bed is advised against. Apart 
from these instructions, work is the most important and superior component 
of the rehabilitation. ‘Work We Shall’ – a saying which later will become the 
Labour movement´s motto – is at Gibraltar deployed as a moral incentive to 
cure nervous disorders, depression, and hysterical fits. Work – cure and 
payment. 
 
Besides the cure of labour, there is pastoral cure, or ‘soul work.’ The mark 
received from the priest tells as much about a person’s health status as the 
doctor’s medical attest. A female deacon oversees the pastoral care of the 
inmates and patients. After finishing your coffee and bread, you are most 
welcome to take part in a moment of reverence and meditation. This peaceful 
activity takes place in the large workroom located in the south wing of the 
ground floor.  
 
 
STOP 7. Occupational therapy  
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[The guide shows the group into room VASA 6. There are rows of yoga 
mats placed on the floor. The party is encouraged to take their shoes off 
and place themselves on one of the mats and await further instructions] 
 
THE GUIDE:  
Welcome to the occupational therapy session and the mindfulness exercise 
‘Mind yourself: everyday impulse prevention.’ Please make yourself 
comfortable in your seat or on the floor. [Awaits the group]. Close your 
eyes. You are now about to take part in a 4 minute long exercise with focus on 
exposure and response prevention. 
 










[As the group is coming out of the meditation] 
The body seems to carry with it all instances of pain it has encountered, the 
ones that remain and the ones it has been cured from. The traces of pain are 
preserved in the body which takes the shape of it. It seems fair to conclude 
that every individual is a composition of their previous aches and ailments, 
and, if they are attentive, of pains still ahead of them.  
 
Please take some time to return to the room. While doing so, Sophia has 
something to say about the hysteric’s recovery at Gibraltar.   







The recovery back to health commences with doctors and staff introducing an 
objective idea, an illness story, of myself, before me. Before long, I identify with the 
narrative provided. I learn to tell the difference between normal and anomalous 
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behaviour. The ability to do so instils a desire for normalcy in me. Through medical 
and administrative control, the institution slowly hands the regulation of myself 
over to me. I become my own ‘handyman,’ my own watch, and bureau clerk. I, 
alone, am responsible for my recovery. 
 
JOHANNA: 
[Comes forward wearing the Johanna cap, strolls across the room while 
reading]: 
When I am a patient of occupational therapy in the 21st century, the relations of 
power are not manifested in the same top-down manner as they are in 1903. 
However, one thing remains the same: my desire is regulated through a series of 
objectifying and diagnostic processes, and medical interventions and 
arrangements. In comparison to Sophia and Evelina, however, as a patient I am 
expected to represent myself on an open, deregulated market. I am the producer of 
my own rehabilitation back to abled-bodiedness or ‘health.’ In writing one´s own  
restitution story, in the search for the meaning of my pain, I am conceiving an ideal 
(image) which I will internalise and identify with. The boundary between work, 
consumption, and personal life is nowadays fully dissolved. The whole life is a 
restoration project. As hard as it is for Sophia and Evelina to free themselves from a 
top-down, regulated poor relief system, it is equally as hard for me to fully distinguish 
between work time and pastime, weekdays and weekends, between sick days and 




















[Switches back from “Johanna” to the “Guide” cap]: 
Let us continue to the final stop of this walk: the hospital garden.  
 
 
STOP 8. The Hospital Gardens  
 
THE GUIDE: 
Welcome to the hospital garden at Gibraltar, the gem of the hospital ward. 
Here, you will find a haven of delights: leafy chestnut and beech trees, long 
trunked birches and other trees. A neat lawn covers the ground, threaded with 
winding, gravelled paths. Close up by the fence, a hawthorn hedge is planted, 
most likely to veil the fence’s ugliness. When in blossom, an arbour of lilacs is 
an appreciated place for rest and contemplation. The garden is partitioned off 
from the other parts of the workhouse. It is a place reserved for the patients at 
the hospital ward, however, only during specific times and always in the 
company of a nurse or warden. During summer, elderly female patients can be 





To stroll freely in the garden, we need an appointed chaperon to accompany 
us. [Turns towards audience members] Could the two of you please 
wear these [Fishes out brightly coloured vests from the bag of 
props] and act as orderlies? Some of you are elderly and some are like Sophia 
and Evelina [Nods at them], ill but moderately abled-bodied. Please find 
your knitting here, ladies, it will keep you busy on a fine day like today 
[Hands out yarn and needles to appointed knitting ladies in the 
audience]. Those of you who are a bit out of sorts but still able to do manual 
labour, you will each grab a rake and bring it with you, since the intake of fresh 
air by principle is combined with work duties. [Hands out rakes to some; 





THE GUIDE:  
[Encouragingly] 
Lets bring the equipment with us into the heart of the park! 
 
[Following the paved walk into the middle of the garden, the 
group stops next to a bench and a rhododendron tree. Sophia 
brings the Mimosa over to the bed underneath the shrub, and sets 
out to plant it]  
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THE GUIDE:  
[To the knitting ladies]: 
Knitting ladies, please have a seat on the bench. You must be exhausted.  
 
THE GUIDE: 
Welcome to the shades of the lilac garden alcove. Here you can find patients 
taking in fresh air, and of course performing numerous outdoor gardening 
piecework and duties. In 1903, the 19th century Park Cure therapy was still 
deployed in private rest homes and sanatoriums around the country, available 
only to the more affluent classes. At Gibraltar, the contemplative park cure has  
 
 
been replaced by a strict, disciplinary work regimen. The compassionate 
perspective of the family doctor has been replaced by a moralising voice 
representative of the new economic era. The self-regulating society of 
discipline will prevail and gain ground 
into the 1930s and ‘40s, to gradually be 
replaced by the welfare state and its belle 
époque in the ‘60s and ‘70s, only to be 
outrun by a new liberal politics which 
will find new models of governing and 
exploitation of the citizen consumer and 
her neural system. The contemporary, cognitive worker sandwiches intensive 
crunch periods with episodic, intermittent collapses – a common modus 
operandi for the flexible and hyper-attentive information worker. CFD or 
		 	 173	
Chronic Fatigue Disorder is the 21st century’s diagnostic equivalent to 
asthenia. In 2015, CFD is described as ‘a state of fatigue where there is gradual 
capacity for recovery … in acute cases of overexertion, the ability to recover by 
resting seems non-existent.’ 
 
The hospital garden at Gibraltar is a place relatively protected against a fast-
paced and insisting attention economy. At least it is for those who spend their 
time doing physical and pastoral labour in exchange for treatment, room and 
board, and a slowly decreasing debt to the city and the Bureau of Poor Relief. 
By the way, can you with the rakes over there see that there is a Mimosa 
planted in the flower bed over here? Let’s move closer and take a look!  
 
[Points at Sophia who is leaning over underneath the shrub, 
moves closer and asks] 
 













The staff does not know about it, but the Mimosa is part of a Guerilla gardening 
project a few of us at the ward are carrying out. Like the forget-me-not, the Mimosa is 
commonly called do-not-touch-me. The elliptic foliage of the do-not-touch-me is 
highly sensitive to touch. The plant is symbolic to us. We had to smuggle the seeds 
into the workhouse after being on leave. The do-not-touch-me reminds us that we do 
not have to accept the normalisation of the ‘penance-for-healing’ process we are 
exposed to.  
 
EVELINA:  
Life itself is a state of absolute uncertainty. We did not know if this plant would grow 
in the hospital grounds. Every individual life is an unforeseen opportunity. An event 
in the accidental.  
 
THE GUIDE: 
[Glances at the Mimosa, crouches down next to it]:  
How is this alien soil treating it, then? [Touches the ground]: 





[Gets up, concludes]: 
From the patients, stress researchers, soul workers, and mindfulness coaches 
at Gibraltar we have learned about the problem of chronic pain and fatigue 
and its economy of relations. Questions have been raised, such as whether or 
not it is possible to attain a state of balance of inner and exterior life. The laws 
of physics are used to explain the exquisite physiology of the Mimosa. 
She serves as a cautionary tale for an irresponsible and unsustainable way of 
living. At the same time, she is exploited to the full to rendering more effective 
industrial work since the farthest limit of the individual also is the border 
which a society cannot exceed without going against itself. The line drawn 
between a person who is abled-bodied and one that is otherly-abled is 
therefore in every aspect as much of a front line as it is a demarcation against 
the demands of market productivity. When did you, seemingly passive 





It must have been after the revolt at the Common and Sahlgrenska Hospital – that 
one occasion when patients in one of the wards demanded an uninterrupted 8 hours 
night’s sleep. It was inspiring to see. Instead of pursuing equilibrium between body 
and environment, we attempt to take our sensitivity to its highest potency. 
 
And shortly thereafter, I had an episode, supposedly hysteric, but it was later proved 
to be atrial fibrillation. You see, I have a congenital heart disease. You can read about 
it in the Bureau’s conclusive debt regulation notes of our debts, Olof’s and mine, 
taken down after our deaths.   
[Pause] 
The asymmetric relation between the establishment of Gibraltar and we who spend 
time here, between bodily power and distribution of labour, between individual and 
industrial economies, is by the way overwhelming in your own time, where the 




The artist:  
Thank you for your participation [Lists contributors]: Sophia & Evy, assistants, 






















TAKING CONTROL – A CAREER FITNESS TEST 
 
Score yourself out of 10 on the following career fitness issues (max score: 100) 
 
1. TIME-COMMITMENT 
Do you create enough time and space for managing your career?  
1 2 3 4 5 6 7 8 9 10 
 
2. SELF-AWARENESS 
Do you have an objective awareness of your current portfolio of skills? 
Are you clear about what really motivates you? 
Do you understand the barriers that stop you from taking control? 
1 2 3 4 5 6 7 8 9 10 
 
3. SELF-PROMOTION  
Are you good at promoting yourself on a day-to-day basis?  
Do you have an up-to-date CV? 
How confident are you at interviewing skills? 
Are you good at celebrating your successes? 
Do you collect evidence of your achievements? 
1 2 3 4 5 6 7 8 9 10 
 
4. PROACTIVITY  
Are you proactively making the most of all learning and development opportunities available to you? 
Do you create and seize opportunities – or react within your comfort zone? 
1 2 3 4 5 6 7 8 9 10 
 
5. NETWORKING  
How effective are your support networks and networking skills?  
Do you have enough role models, mentors and providers of information, advice, encouragement and 
feedback? 




6. CAREER FOCUS  
Are you utilising your skills, knowledge and experiences? 
Are you fulfilled and motivated?  
Do you have a clear idea of what will make you more satisfied in your career?  
1 2 3 4 5 6 7 8 9 10    
                                                                      
7. STRATEGIC THINKING  
How good are you at looking a couple of moves ahead and positioning yourself to seize future 
opportunities?  
Do you have any career champions who can provide strategic support?  
1 2 3 4 5 6 7 8 9 10                                                                         
 
8. BROADENING HORIZONS 
How good are you at creating stepping stones to reach your targets?  
Are you good at looking ‘outside the box’?  
Are you good at managing risk and uncertainty?  
Do you have a contingency plan? 
1 2 3 4 5 6 7 8 9 10                      
 
9. SELF-CONFIDENCE  
How confident are you?  
Have you learned to manage rejection effectively?  
Are you actively seeking to grow your self-confidence?  
1 2 3 4 5 6 7 8 9 10                      
 
10. SUSTAINABILITY  
Do you set challenging goals and action plans for yourself?  
Do you have a regular process or structure for review and improvement?  
Are you motivated and persistent enough to sustain your career management?          
1 2 3 4 5 6 7 8 9 10                      
 
                                                                    
*Discuss your findings with a partner, identifying where you are doing 




TOTAL (max 100): 
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Appendix	4.	Pre-doctoral	works	
	
	
Paradigm,	2010	
	
	
	
Paradigm	(2010).	Installation	view	of	sound	installation,	presented	at	the	MFA	degree	show	Surface	Matters,	
Belay	Your	Partner,	Rotor	Gallery,	Valand	Academy,	Gothenburg.	
	
	
Paradigm	was	initially	made	as	a	two-track	sound	installation	for	the	MFA	group	show	
Valands	Masterutställning	2010!!!	[sic]	at	Kulturstudion	in	Stockholm	(August-September,	
2010).	A	four-track	version	was	also	produced	and	presented	at	the	solo	MFA	degree	show	
Surface	Matters,	Belay	Your	Partner	(Rotor	Gallery,	19-28	November,	2010).	The	recordings	
contain	personal	stories	submitted	by	women	who	describe	their	personal	relationship	to	
long-term	bodily	pain.	The	stories	are	recounted	by	two	male	voices.	The	different	tracks	
emanate	from	separate	speakers,	allowing	the	voices	to	randomly	intermingle,	intervene	
with	and	interrupt	one	another,	creating	a	soundscape	that	permeates	the	space.	One	of	
the	intentions	with	the	project	was	to	examine	the	qualities	of	low-intensive,	long-term	pain,	
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its	durational	qualities	in	particular,	and	their	impacts	on	the	body.	To	listen	to	the	different	
versions	of	Paradigm,	visit:	https://soundcloud.com/johannawillenfelt/paradigm-
kulturstudion	
	
	
Documenting	Bodies	series	(Doing	Treatment	and	Epicrises	versions),	2010-2012	
	
	
	
Documenting	Bodies	(Epicrises).	Mixed	media	installation.	Documenting	Bodies	(Epicrises)	was	presented	as	a	
discrete	work	in	the	MFA	solo	degree	show	Surface	Matters,	Belay	Your	Partner,	Rotor	Gallery,	19-28	
November	2010.	
	
	
My	mixed	media	installation	Documenting	Bodies	took	medical	files	that	were	no	longer	
classified,	and	adapted	and	intertwined	them	with	texts	and	selected	fragments	from	
medical	and	scientific	reports	and	writings,	as	well	as	my	own	medical	entries,	literary	and	
fictional	accounts.	These	hybrid	texts	were	then	rendered	by	hand	on	medical	paper	
ordinarily	used	for	covering	stretchers	and	exam	tables.	The	work	was	presented	in	various	
configurations	and	settings,	such	as	galleries	(Göteborgs/Gothenburg	konsthall,	2010,	Rotor	
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Gallery,	Gothenburg,	2010)	public	and	medical	space	(Ryhov	County	Hospital,	Jönköping,	
Sweden,	2010),	and	political	arenas	(the	Headquarters	of	Gävleborg	County,	Gävle,	Sweden,	
2011-2012).	The	hybrid	texts	were	presented	as	extensive	mixed	media	installations	
comprising	drawings,	texts,	and	medical	equipment	and	paraphernalia.	The	hybrid	text	was	
also	collected	and	printed	in	an	artist	book.	
	
	
	
	
	
	
Documenting	Bodies	(Epicrises).	Installation	view,	details,	Rotor	Gallery.	(2010)	
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Documenting	Bodies	(Doing	Treatment).	Ryhov	County	Hospital,	Jönköping,	Sweden.	(2010)	
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Documenting	Bodies	(Doing	Treatment),	Gävle	County	Council	Headquarters.	(2011-2012)	
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In	my	artistic	practice	leading	up	to	this	research,	my	studies	of	pain	have	often	stemmed	
from	medical	discourses,	from	which	I	have	attempted	to	identify	inter-embodied	pain	
practices	and	their	affects.	I	later	brought	back	these	adapted	gestures	and	affective	
practices	extracted	from	medical	discourses	to	incorporate	them	into	spatial	installations	
consisting	of	various	media	including	drawings,	texts,	sound,	and	medical	objects.	In	these	
previous	artworks,	I	referred	to	the	pain	material	as	‘found	affects,’	but	only	in	cases	where	
these	text	fragments	were	disconnected	from	their	original	contexts.	In	cases	where	they	
were	not,	where	the	original	context	was	still	evident	within	the	artwork,	the	process	of	
transforming	these	pain	affects	into	art/art	texts	was	different.	This	has	been	the	case	in	all	
of	the	works	submitted	with	the	present	research.	While	this	practice	promotes	an	
exploration	of	the	subversive,	othering	potential	of	pain,	ahead	of	a	critique	of	the	
representation	of	pain	in	inter-linguistic	interactions,	it	still	utilises	some	of	the	strategies	
and	mechanisms	employed	in	my	pre-doctoral	projects.	While	modes	of	presentation	of	the	
art	text	in	the	current	research	differ	from	my	pre-doctoral	projects,	with	previous	works	
predominantly	consisting	of	writings	inscribed	directly	onto	temporary	and	ephemeral	
physical	structures	and	materials,	such	as	medical	paper	(Willenfelt,	2010-2012),	there	are	
still	methodological	affinities	between	them,	especially	concerning	modes	of	garnering	the	
artistic	raw	material.	Elaborating	upon	the	differences	in	counter-scripting	and	garnering	
techniques	both	in	the	earlier	projects	and	the	current	one	will	be	useful	for	illuminating	the	
technical	choices	made	in	relation	to	the	form	and	function	of	the	narratives	and	their	
themes.	To	further	elaborate	on	this	continuity	in	methodology,	this	report	draws	examples	
from	my	pre-doctoral	Documenting	Bodies	series,	conducted	between	2010	and	2012.	
Taking	these	pre-doctoral	works	as	examples	helps	to	delineate	a	succinct	mode	of	working	
with	circumstantial	events	and	frameworks	in	the	various	projects	of	this	research.	
Moreover,	it	offers	a	better	understanding	of	the	use	of	intermediate	affect	as	source	and	
raw	material	in	this	research.		
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Documenting	Bodies	(Doing	Treatment).	Valand	Academy	MFA	Degree	Show,	Konsthallen,	Gothenburg.	(2010)	
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In	my	artistic	practice,	I	often	bring	in	contemporary	examples	or	historical	cases	(political,	
cultural,	and	others)	to	best	effect	a	critique	of	contemporary	relations.	I	take	either	
historical	events	and	peripheral	life	stories,	or	peripheral	events	and	known	biographies,	as	
my	starting	point.	In	the	present	doctoral	research,	suffrage,	sexual	politics,	and	social	
welfare	have	been	brought	in	to	problematize	and	provoke	discrete	cases	and	their	affects.	
The	incorporation	of	these	political	and	social	issues	creates	different	qualities	(critical,	
affirmative,	poetic,	existential	etc.)	in	the	performed	work.	Unique	to	my	2010-2012	
Documenting	Bodies	series	was	my	engagement	with	the	medical	and	surgical	section	of	the	
regional	archives	of	Västra	Götaland	County,	a	province	that	includes	the	city	of	Gothenburg.	
From	numerous	entries	in	the	extensive	Sahlgrenska	medical	archive,	I	selected	some	twenty	
individual	cases.	The	affecting/affective	encounters	attributed	to	these	case	studies	were	
then	scripted	for	the	art	text	and	subsequently	inserted	as	part	of	the	art	installation.	In	
contrast	to	the	tripartite	art	project	of	this	research,	and	in	its	capacity	as	art	text,	the	
Documenting	Bodies	work	formed	a	polyphonous,	fragmented	yet	dialogic	and	hybrid	body	
of	voices.	I	then	interwove	the	excerpts	from	the	selected	patient	files	with	fragments	of	my	
own	medical	records	and	personal	witness	statements,	as	well	as	literary	references	and	
excerpts	of	dialogue	taken	from	medical	textbooks	and	reports.		
	
While	all	of	the	works	I	have	produced	since	2009	have	been	polysemic	in	nature,	the	degree	
to	which	a	piece	of	work’s	content,	purpose,	and	meaning	can	be	extrapolated	and	‘made	
sense	of,’	hinges	on	the	specific	circumstances	and	cues	provided	(or	not	provided)	in	each	
work	(and	in	artist	statements,	seminars,	and/or	background	texts).	The	circumstantial	
events	and	discourses	in	each	work	affect	the	ways	in	which	audience	members	are	able	to	
relate	associatively	and	imaginatively	to	the	work.	In	a	selection	process	governed	only	by	
loosely	held,	overarching	internal	criteria	of	pain	and	its	practices,	the	material	I	retrieve	
from	the	official	archive	forms	its	own	archive,	stored	and	added	to	my	own	working	
database,	Drop	Box	and	other	filing	systems.		
	
The	varied	selection	processes	and	methods	I	use	in	garnering	artistic	material	aim	to	
explore	and	trigger	new	enunciations	of	pain.	The	degree	of	a	project’s	interpretative	open-
endedness	depends	upon	how	the	garnering	process	is	construed	and	particularly	on	the	
		 	 188	
contingency	of	pain	affects.	In	the	Documenting	Bodies	series,	I	was	looking	for	instances	
and	expressions	of	obscure	feelings	of	pain,	as	opposed	to	more	obvious	forms	of	pain	
pointing	to	established	signs	and	enunciations	of	illness.	These	were	the	circumstantial	
criteria	I	established	before	I	started	the	work.	In	the	selection	process,	I	turned	primarily	to	
documented	cases	of	terminal	illness,	undiagnosed	somatic	conditions,	and	pathologies	
often	labelled	as	psychological	in	nature.	What	all	of	these	cases	shared	was	a	sense	of	
uncertainty,	evident	in	notes	by	the	examining	doctor,	entries	that	at	times	were	of	novella	
length.	In	the	Documenting	Bodies	project,	I	wished	to	garner	the	inter-embodied	affects	
and	gestures	implicit	in	these	moments	where	scientific	and	discursive	language	ran	dry.	
Brought	into	the	gallery	space,	these	encounters	were	Inscribed	onto	medical	hygiene	rolls,	
unfolding	in	a	dialogic	and	fragmented	narrative	style,	utilising	a	material	that	heightened	
the	uncertainty	of	the	phenomenon	of	pain	and	the	volatility	of	bodies	in	pain	and	those	
close	to	bodies	in	pain:	bodies	in	a	‘contingent	attachment’	with	each	other	(Ahmed,	2002,	
p.	24).		
	
Another	strategy	of	my	Documenting	Bodies	series,	which,	as	I	have	noted,	distinguished	
that	work	from	the	present	research,	was	the	way	in	which	I	previously	chose	to	deprive	the	
individual	illness	stories	of	their	circumstantial	qualities	in	the	art	text.	Divested	of	their	
contexts	(life	stories	and/or	biographical	data,	information	about	individuals’	social	and	
economic	status,	etc.),	the	affective	fragments	were	fused	with	other	sensual	elements	into	
hybrid	bodies.76	This	kind	of	writing	the	pain	of	others	cast	a	wider	associative	net	for	the	
audience	to	relate	to,	endowing	the	artworks	with	an	open-ended,	suggestive	nature.	By	
contrast,	I	chose	to	incorporate	the	historical	cases	and	individual	life	stories	in	the	current	
research	project.	This	was	made	for	the	purpose	of	performing	another	image	of	thought	of	
pain	as	a	mutual	transformation	of	individual	biographies	(of	the	audience	and	the	scripted	
personas	of	the	three	art	projects)	into	an	impersonal	life	of	pain.	In	my	pre-doctoral	works,	I	
did	not	intentionally	initiate	such	a	process,	but	rather	set	the	art	texts	in	motion	in	direct	
response	to	the	free-floating	affective	life	of	pain	itself,	thereby	addressing	the	ontological	
nature	of	pain	upon	the	body	(as	well	as	issues	such	as	pain’s	pure	form	of	time,	as	
elaborated	in	Paradigm,	2010).	The	back	stories	or	biographies	do	not	serve	as	logical	bases	
																																																						
76	The	mode	of	presentation,	alluding	to	a	clinical	care	environment,	effected	a	critical	gaze	on	inter-linguistic	
communication	taking	place	in	this	setting,	and	raised	questions	about	the	trust	we	put	in	medical	diagnostics.		
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or	devices	for	narrative	progress	in	my	pre-doctoral	or	present	works;	they	are	not	the	
means	for	carrying	out	a	plot,	but	are	intended	instead	as	destinies	and	incentives	for	
creative	affirmations	of	pain	and	explorations	of	what	these	speculative	stories	and	
suggestions	could	do	in	the	contemporary	moment,	when	implemented	in	a	life.	While	my	
pre-doctoral	projects	(2009-2013)	were	narratively	open-ended,	the	works	produced	within	
the	scope	of	the	current	research	were	less	so	without	being	narratively	fixed,	moving	away	
from	a	direct	critique	of	contemporary	diagnostic	discourse	towards	an	affirmation	of	ethical	
practices	of	pain	in	the	present,	as	they	are	presented	and	conveyed	in	and	through	each	
project.	In	my	Documenting	Bodies	series,	a	deconstructive	act	conjured	up	a	critique	of	
present-day	diagnostic	discourse.	What	started	out	as	a	critical	response	and	a	
deconstructive-restorative	project	in	Documenting	Bodies,	Part	1:	Doing	Treatment	
(Willenfelt,	May	2010)	and	Documenting	Bodies,	Part	2:	Epicrises	(Willenfelt,	November	
2010)	progressed	in	the	current	research	project	into	an	onto-epistemological	search	for	a	
suggestive,	suppositious	narrative.	The	intentions	of	the	present	body	of	work	were	less	
ambiguous	to	an	audience,	while	the	claims	for	relocating	and	reconnecting	pain	practices	
performed	in	the	same	works	carried	wider	potential	in	terms	of	evoking	new	enunciations,	
expressions,	and	attitudes	towards	the	body	in	chronic	pain.		
	
	
First	Man	Must	Not	Fall,	2010	
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First	Man	Must	Not	Fall	(2010).	Mixed-media	installation,	presented	at	the	MFA	degree	show	Surface	Matters,	
Belay	Your	Partner,	Rotor	Gallery,	November	2010.		
	
	
In	my	text	and	mixed-media	installation	First	Man	Must	Not	Fall,	medical	documents	(case	
records)	were	interwoven	with	parts	of	a	voice-over	from	the	feature	film	The	Beckoning	
Silence	(2007)	based	on	a	book	by	the	British	mountaineer	and	adventurer	Joe	Simpson.	The	
story	told	in	First	Man	Must	Not	Fall	is	an	account	of	a	team	of	mountaineers	that	formed	in	
the	1930s,	around	the	same	time	that	patient	records	came	into	existence.	This	team	set	out	
to	conquer	the	north	face	of	Mount	Eiger	in	Switzerland.	Until	that	point,	no	attempts	to	
reach	the	top	had	been	successful.	The	team’s	quest,	however,	failed	due	to	a	fatal	belaying	
error:	the	climbers	accidentally	forgot	to	leave	a	rope	across	an	icy	part	of	the	mountain´s	
face.	On	their	way	back,	they	had	no	means	of	traversing	this	part	of	the	mountain.	The	
fragments	from	the	medical	notes	came	from	the	doctors	who	examined	terminally	ill	
patients	at	Sahlgrenska	Hospital	in	Gothenburg	during	this	same	time-period.	Note	that	the	
medical	cases	were	not	personally	related	to	the	story	of	the	German-Austrian	team	of	
mountaineers.	My	installation	comprised	nine	framed	texts	that	together	made	up	the	
narrative	of	suffering	and	inter-personal	pain	relationships	(the	text	was	in	Swedish).	A	
climbers’	rope	was	attached	to	the	wall	just	below	the	ceiling	of	the	gallery.	I	aimed	for	the	
audience	to	themselves	make	the	connections	between	the	different	elements	of	the	
installation,	but	the	hemp	rope	cast	a	shadow	on	the	wall	which	could	be	interpreted	as	the	
		 	 191	
silhouette	of	a	mountain	chain.	The	rope	also	functioned	as	a	trope	for	the	crucial	
relationship	between	the	climbers’	bodies,	a	configuration	of	physical	and	affecting/affective	
bodies	which	in	mountaineering	terminology	is	referred	to	as	‘the	rope.’		
	
	
	
	
First	Man	Must	Not	Fall,	2010,	detail.	Text	about	the	work,	included	in	the	installation.		
	
Translation	of	the	background	text	(selected	excerpts):77		
	
In	the	spring	of	1936,	four	young	Alpine	mountaineers	set	out	to	climb	the	still	unconquered	
north	face	of	Mount	Eiger	in	Switzerland.	Team	members	included	[…]	Tony	Kurz	and	his	
fellow	climbing	friends	Andreas	Hinterstoisser,	Willy	Angerer,	and	Eduard	Rainer.	[…]	
			Around	the	same	time,	two	separate	personal	dramas	took	place	at	Sahlgrenska	Hospital	in	
Gothenburg,	where	a	man	and	a	woman	died	due	to	complications	following	a	series	of	
surgeries.	At	their	bedsides,	doctors	had	been	keeping	notes	on	their	progressively	
																																																						
77	The	paragraphs	cited	have	been	amended	since	the	text	was	first	written,	and	differs	slightly	from	the	text	that	
accompanied	the	2010	installation.		
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worsening	conditions,	commenting	on	the	course	of	events	and	on	the	patients’	mental	
states,	including	their	ability	to	maintain	self-control	and	sanity	during	the	final	moments	of	
their	lives.		
			The	motto	‘First	man	must	not	fall!’	springs	from	the	era	of	classical	mountaineering.	The	
phrase	embodies	a	social	premise	related	to	the	body’s	physical	status.	During	that	time,	the	
use	of	static	Manila	hemp	ropes	for	climbing	was	standard.	This	material’s	low	degree	of	
dynamism	and	elasticity	meant	that	the	team	had	to	put	their	trust	in	the	first	man	belaying	
the	rope	(the	‘rope’	also	denoted	the	common	body	of	the	team	of	climbers).	[…]		
			It	took	hours,	maybe	an	entire	day,	before	the	team	made	the	mutual	decision	to	abandon	
their	summitting	attempt	and	turn	back.	They	had	to	rescue	their	friend	on	the	rope	who	
was	now	hurt.	[…]	…Nothing	was	voiced	out	loud,	but	they	all	noticed	that	the	rope,	their	
shared	body,	was	gradually	becoming	slow	and	stiff.	[…]	
			When	the	avalanche	hit,	Angerer	was	not	secured.	He	fell	down	the	mountain	and	brought	
the	others	with	him.	[…]	
			Kurz,	who	survived	more	than	a	full	day	and	night	on	the	face	of	the	mountain,	hanging	
freely	on	the	rope	in	the	air,	is	known	for	his	famous	last	words	‘Ich	kann	nicht	mehr,’	
supposedly	overheard	by	the	rescue	team	which	was	only	metres	away	on	the	mountain	
without	being	able	to	reach	him.	While	these	words	very	well	might	be	a	dramatic	
mountaineering	legend,	they	nevertheless	bear	witness	to	an	admirable	and	heroic,	almost	
sublime	type	of	suffering,	which	in	the	artwork	First	Man	Must	Not	Fall	is	presented	in	stark	
contrast	to	the	menial	labour	of	dying	as	seen	among	the	peripheral,	anonymous	figures	
documented	by	medical	professionals	at	Gothenburg’s	Sahlgrenska	Hospital.		
	
	
	
	
	
	
